INTRODUCTION
Cultural contexts are important to the assessment of mental health (1) . Ethnicity, i.e., belonging to a particular cultural group (2) , is thought to account for differences in the presentation of psychopathological symptoms (3) and in the utilization of community mental health services across cultures (4) . Somatization, the presentation of medically unexplained physical symptoms, is a major cause of hidden psychiatric morbidity in primary care settings (5); its misdiagnosis causes unnecessary costs to the medical care system and prolongs the patient's suffering (6) . Somatization is thought to be observed more commonly among women, patients with lower levels of education, and depressed patients who come from non-Western or developing countries (7) .
Tseng (8) reported that 70% of Chinese outpatients in Taiwan present somatic complaints to the psychiatrist at their first visit; the remaining 30% complained only of emotional problems. Escobar and Canino (7) reported that Puerto Ricans show unexplained somatic symptoms more often than Mexican and non-Hispanic Americans in the United States, regardless of age, sex, and level of education. These authors found that Colombian patients with major depressive disorders showed significantly higher levels of psychopathological conditions and higher somatization scores than did a comparison group of North American subjects (9) . Bhatt et al. (10) found an increased somatization in Indian vs. British outpatients in England but no difference in the extent of depressive symptoms. On the other hand, a study of Greek Cypriot immigrants to England found a high prevalence of psychiatric disorder in both highly acculturated male patients and in the least acculturated female subjects (11) . Together, findings with regard to the concurrence of somatic symptoms in depression in different cultures are not uniform (12) .
Apart from theoretical quandaries associated with the concept of somatization as a cultural and historical product of Western medicine (1, 13, 14) , the reasons for these diverse findings may include a) the lack of selection of adequately matched control groups (15, 16) , b) the problem of how to disentangle the contributions of ethnicity from those of social class because patients from non-Western or developing countries are often overrepresented in the lower educational and socioeconomic strata (7, 17) , or c) the failure to use systematized psychopathological symptom scales (10) .
This study was designed to examine differences in the pattern and degree of psychopathological and somatic symptoms among depressed German and Turkish inpatients at a German university hospital. The following hypotheses were tested: a) Turkish depressed patients show a higher degree of somatic symptoms than German depressed patients and b) German depressed inpatients of different socioeconomic levels do not show any difference .on somatic symptoms.
Notable immigration to Germany started during the early 1960s, when, in the wake of the so-called German economic miracle (Wirtschaftswunder), foreign workers (Gastarbeiter) were hired abroad. In 1988 more than 4.7 million immigrant workers with their families lived in West Germany (18) . Turkish people account for the largest proportion (32%) of foreigners living in Germany. In 1991, approximately 138,000 Turks were living in Berlin; they thus formed the largest group of all foreign residents. Eighty-seven percent of all people of Islamic faith in Berlin are of Turkish origin (19) . Migration to Germany may have been the final step in a longer lasting migration process initiated by economic problems. Many Turkish people first left their rural homes to move to a coastal town or big city in Turkey and only then decided to migrate to Germany (20) . Often, before migration, they were evaluated by physicians in Turkey to ensure they were free of infectious diseases. Mental illness accounted for only a small percentage of refusals of migration to Germany (21) . Persons with "severe mental and psychological disturbances, florid psychoses with excitation, delusional syndromes and hallucinations, or substance abuse disorders," as judged by clinical impression, were not given a residence permit (22) .
Because health care is easily accessible in Germany, in case of illness, Turkish people turn to German doctors rather quickly, and significant delays in accessing public health care facilities have not been noted (20) . In addition, there is an informal delivery of health care provided by so-called hocas, i.e., teachers of the Koran who also act as healers (23) . Thus, part of the dual health care system in Turkey (Westernized vs. traditional) also exists in Germany. As the hocas are rather expensive and have to be paid by the patients themselves, however, the public health sector is the primary place to go for most members of the Turkish community.
METHODS
The Psychiatric Department of the Free University of Berlin has no catchment area, and patients can be admitted from all districts of Berlin (West Berlin during this study). A sample of about 6000 consecutively admitted psychiatric inpatients (1981) (1982) (1983) (1984) (1985) (1986) (1987) (1988) (1989) ) of the Psychiatric Department was screened for Turkish depressed inpatients. Because the probability of different degrees of somatization in different age groups has been suggested (17, 24) , only patients between 20 and 60 years old were included. A total of 28 Turkish inpatients with an International Classification of Diseases, ninth revision (ICD-9) diagnosis of depression at discharge (i.e., ICD-9 codes, 296.1, 300.4, 309.0, and 309.1) were selected for the study. The diagnoses were made according to ICD-9 by a clinical interview that incorporated the items of the Association for Methodology and Documentation in Psychiatry (AMDP) system. The AMDP system itself, however, generates only eight AMDP syndromes (discussed later), but there is no algorithm to generate an ICD-9 diagnosis from the AMDP system alone. All Turkish, but no German depressed patients belonged to the Islamic faith.
Description of the AMDP System
All patients had their psychopathological status routinely documented on AMDP files at admission (25) (26) (27) . The AMDP system contains two symptom scales: one for psychopathological symptoms with 100 items and one for somatic signs with 40 items (sheets 4 and 5 of the AMDP System). The latter, although devised for the assessment of drug-related side effects, directs attention to somatic symptoms in general, thus emphasizing a neglected area of psychopathological assessment (28) . The scales have been shown to be reliable and valid (29) . The severity of symptoms can be marked on a four-point scale from absent, mild, moderate, to severe (degrees, 0-3), with an additional possibility to be checked if no assessment is possible. The assessment is administered by the resident in charge of the patient at admission. Regular training of all attending physicians and residents of the psychiatric department with the use of videotaped case vignettes is obligatory to sustain reliability in the ratings of the AMDP scales. A semistructured interview used to elicit the items and symptoms of the scales is available (30) .
In factor analytic studies, eight factors were extracted that describe psychopathological conditions on eight syndrome scales: apathetic-retarded, paranoid-hallucinatory, depressive, hostile, manic, obsessional, psychoorganic, and vegetative-somatic (31, 32) . Each syndrome scale consists of a different number of items, e.g., the depressive syndrome is scored from 13 psychopathological symptoms (hopeless, depressed mood, feelings of guilt, loss of vitality, feeling of inadequacy, rumination, feeling of loss of feeling, inhibition of drive, worse in the morning, interrupted sleep, shortened sleep, early waking, and decreased appetite). The apathetic-retarded syndrome consists of eight symptoms (inhibited thinking, retarded thinking, circumstantial thinking, restricted thinking, affective rigidity, social withdrawal, lack of drive, and blunted affect). The depressive and apathetic syndromes are especially pertinent to the assessment of depressive states (29) . The vegetative-somatic scale consists of nine items, mostly of the AMDP somatic scale (sheet 5), i.e., nausea, breathing difficulties, dizziness, palpitations, cardiac pain, increased perspiration, headache, and hot flashes, and includes nondelusional hypochondriasis as the only item that originates in the AMDP psychopathology scale (sheet 4). Because the syndromes consist of different numbers of items each, maximal scores can vary from 39 (depressive syndrome) to 27 (vegetative-somatic syndrome). To make the syndromes comparable, raw values can be transformed into T values for each syndrome (31, 32) .
For example, to elicit the vegetative syndrome, the patient is asked about any kind of vegetative or somatic symptoms he or she might have noticed during the last couple of days (30) . Then, the interviewer inquires more specifically about single domains, i.e., "Did you have difficulty breathing or drawing a deep breath, or did you even feel like suffocating? Did you feel dizzy? Did you feel palpitations? Did you sweat more than usual? Did you suffer from hot fits? Do you have any kind of headache?" If the patient answers "yes," he or she is asked to describe the symptoms in more detail (frequency, intensity, and impairment). If a patient merely complains of any symptom without further functional impairment, a slight disturbance (score of 1) is coded; not being able to join in social activities at all is coded severe (score of 3).
To rule out concomitant physical disease, each patient is given a thorough physical (medical and neurological) examination at admission. Electrocardiography and electroencephalography are routinely administered, and a comprehensive laboratory screen, including thyroid function tests. If it has not performed during the previous year, a chest film is also taken. Blood pressure, pulse
SOMATIC SYMPTOMS IN DEPRESSED PATIENTS
rate, and temperature are performed at least once on a daily basis throughout the hospital stay.
The psychopathological and vegetative-somatic symptom ratings at admission of the Turkish group (N = 28) were compared with a sample of German depressed patients (N = 28), randomly selected from the same inpatient population. The German control sample was matched according to age, sex, diagnosis of depression, and number of manifestations of psychiatric illness. It was decided not to match for features influenced by ethnic origin and immigrant social status, e.g., education, professional status, community of origin (rural, town, or big city), and marital status to avoid an unrepresentative German sample. Because differences in social status might have influenced the symptoms presented, it was decided to compare two samples of German depressed patients from different social status. Thus, all German depressed inpatients with an occupational status of "unskilled worker" were selected (N = 73) and compared with a matched (age, sex, and diagnosis of depression) subsample of 73 depressed German inpatients with a status of "white collar worker," randomly selected from a total of 342 German depressed inpatients with that social status. The null hypothesis was that German unskilled workers showed higher vegetative-somatic syndrome scores than white collar workers but similar depressive and apathetic scores. Table 1 shows the sociodemographic characteristics of the depressed Turkish inpatient group and the matched German sample. Both groups are similar with regard to age, sex, number of manifestations of psychiatric illness, and distribution of diagnostic categories at discharge (Chi-square = 2.41, p = .30). Table 2 lists the mean raw scores of the AMDP syndromes (32) at admission. Both groups of depressed patients showed elevated scores only on the depressive, apathetic-retarded, and vegetative-somatic syndrome scales. Because two-factor analysis of variance (ANOVA) revealed no significant main effects for sex or interactive effects for sex and ethnic group (F(l,52) < 3.1; p > .05), no subdivision for sex was made in Table 2 .
RESULTS
With respect to the diagnosis of depression (major vs. minor, ICD-9 296.1 vs. 300.4, 309.0, and 309.1), no interaction effects with ethnic group were found in two-factor ANOVAs (F(l,52) < .32, p = not significant (NS)); the two ethnic groups did not differ in the relative frequencies of different diagnoses of depression. There was one significant main effect for the apathetic syndrome (F(l,52) > 7.0; p < .01) but no main effect for the depressive (F(l,52) = 3.7, p < .1) or vegetative syndrome (F(l,52) = .08, p = NS). Regardless of ethnic group, patients with major depression had higher scores on the apathetic (t(54) = 2.66, p = .01) and depressive (£(54) = 1.85, p = .07) syndrome scales than did those with minor depression. The major and minor depressive groups, how- .54
ever, did not differ in vegetative-somatic scores (t(54) = .35, p = NS).
With regard to psychopathological and vegetativesomatic symptoms, Turkish and German depressive patients differed only on the vegetative-somatic syndrome scale. The Turkish patients scored significantly higher (t(54) = 2.20, p = .032, Table 2 ). Both depressive samples did not differ significantly in the reported percentage of hypochondriasis (chi-square = .00, df = 1, p = NS) and anxiety (chi-square = .00, d / = l , p = NS).
Turkish patients were more often blue collar workers, whereas most of the German patients were white collar workers (Table 1) . In two-factor ANOVAs, neither significant main effects for occupational status (F(l,36) < 1.42, p > .24) or interaction effects for occupational status by ethnic group (F(l,36) < 2.83, p > .1) were observed for either the vegetative, depressive, or apathetic syndrome. Because of the small sample size, however, the power to reject the null hypothesis was low.
Comparison of German Unskilled Workers vs. White Collar Workers
The samples of German depressed unskilled workers and white collar workers were comparable in age (t(144) = 1.16; p = NS), sex (chi-square = 0.0, df = 1, p = NS) and percentages of diagnostic subgroups (chi-square = 1.016, df = 2, p = NS, Table 3 ). The groups did not differ significantly in their scores on the AMDP syndrome scales at admission, particularly not on the depressive (t(144) = -.54, p = NS) or vegetative-somatic scales (t(144) = .77, p = NS). They also did not differ significantly with regard to anxiety (chi-square = .0, df = 1, p = NS).
DISCUSSION
This study showed that Turkish depressed inpatients present with a higher vegetative-somatic symptom score compared with a German control group. This difference exists, regardless of the diagnostic classification of depression. German and Turkish patients did not differ with regard to psychopathological syndrome scores. The women did not show a different pattern of syndromes than the men did, regardless of ethnic origin. As Kleinman (1) points out, affective states are universal psychobiological phenomena that are shaped by social and cultural factors principally through cognitive processes, with the individual using culturally constituted cognitive coping mechanisms to manage affective states. What he describes as a difference in cognitive coping strategies between Chinese and American cultures (externally vs. internally oriented) also differentiates between Turkish and German cultures. In regard to mechanisms of coping with stressful events, Ozelsel (33) found, in Turkish normal subjects, a preponderance of minimization and repression, whereas in Germans, differentiation and vigilant focusing were dominant. Germans view illness as more psychological in its origin than do Turkish people, who use somatic explanations. A causal attribution of illness as somatic correlated positively with coping mechanisms of repression and negatively with differentiation and vigilant focusing. This cultural pattern of the concept of illness and coping mechanisms may serve as an explanation for our finding of a higher vegetative-somatic symptom score in the Turkish sample and for its independence from the diagnostic classification of depression.
Two confounding factors common in cross-cultural comparisons may have influenced our results. First, interethnic differences might be a result of bias toward an alien culture on the part of the diagnosing psychiatrists (34). Because we were not able to find differences in the AMDP syndrome scales in a study of German and Islamic schizophrenic patients (in preparation), we assumed this bias to be less likely, although it cannot be ruled out as long as psychopathological classifications and interview situations lack sufficient cultural sensitization (2, 34) . Second, the lower socioeconomic status of the immigrant population might have overruled ethnicity. We did not find such an effect in our Turkish and German comparison groups, but because of the small sample size, the power to reject the null hypothesis was low. However, because a comparison of German depressed unskilled workers with a matched group of German depressed white collar workers did not yield any difference in either psychopathological or vegetative-somatic syndromes, we believe that socioeconomic level did not play a pertinent role in the German samples. Thus, we would argue that somatization as a feature of depressive illness may be more influenced by ethnicity than by social class. This view is supported by Bridges et al. (35) , who did not find differences in social class or intelligence between "somatizers" and "psychologizers" in a sample undergoing primary care in England. Similarly, in a Turkish population, no relationship was found in the prevalence of depression with regard to education, occupation, or economic status in elderly people in Turkey (36) .
A lack in our study was its cross-sectional character and its limitation to only two comparison groups (host vs. immigrant). Noh and Avison (37) compared Symptom Check List (SCL-90) scores of a community sample of Koreans who immigrated to Canada with norms for both Koreans living in Korea and for Americans. They found that the symptom levels of Korean immigrant patients tended to be closer to those of American patients than to those of patients in Korea. Korean patients had a higher level on the somatoform dimension of the SCL-90 than did both their Canadian counterparts. We might conclude that three samples (native, immigrant, and host population) have to be investigated to address cross-cultural differences fully. This is supported by a German study that found fewer psychosomatic complaints in Greek immigrant workers living in Germany compared with resident Greeks (38) . Hafner et al. (21) , in a prospective study of 200 Turkish immigrant workers, found depressive syndromes in 21% of immigrants 3 months after their arrival in Germany, most of which passed over to psychosomatic syndromes at 18 months. This study points out that a change of symptoms over time might happen once immigration has taken place. Both issues, i.e., change over time and differences between host, immigrant, and native groups, have hardly been addressed up to now.
Intercultural prejudice might prevent optimal treatment (39) . Making physicians aware of a possible overrepresentation of somatic symptoms in the presenting of symptoms by depressed patients of heterogeneous ethnic origin (8, 40) should improve patient care. Because different patterns in the use of such services by ethnic groups in general hospitals have been reported (41) , psychiatrists without C-L might assume the role of teaching primary care physicians about the importance of cultural differences in clinical encounters (2) . In the fulfillment of this task, ethnopsychiatric guidelines (42) could incorporate descriptions of varying psychiatric manifestations in different cultures.
